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ABSTRACT
Objectives: To describe the case of a patient presenting with weight loss and a pelvic mass.
Materials and methods: We performed an advanced search in MEDLINE using the key words "wasting syndrome", "actinomycosis" and "pelvic 
mass".
Results: A 63-year-old woman had a well-delimited and tender pelvic mass and was found to be anaemic. Before scans were performed, 
clinicians considered malignancy and other diagnoses.
Conclusion: Actinomycosis is a chronic infection that usually affects the abdomen. Because of the lack of specificity of clinical and radiological 
findings, a multidisciplinary approach is the keypoint for making an accurate diagnosis.
LEARNING POINTS
•  Wasting syndromes not related to malignancy are rare but can mimic a typical paraneoplastic wasting syndrome.
•  Although a pelvic mass is often due to gynaecological involvement, a broad differential diagnosis should first be considered.
•  In contrast to the principle of Occam's razor, the simplest explanation is not always the correct one.
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INTRODUCTION
Actinomycosis is a chronic infection caused by Actinomyces spp. that usually affects a single organ. Although abdominal involvement 
is described in medical records going back more than 150 years, diagnosis is still a challenge for the clinician. Indeed, the condition has 
been described as “the most misdiagnosed disease”. This commensal bacillus causes such a non-specific range of clinical and radiological 
manifestations that a multidisciplinary and often a surgical approach is required. We describe the case of a woman complaining of weight 
loss and an abdominal mass. 
CASE REPORT
A 63-year-old woman presented with a 1-month history of abdominal tenderness and a solid suprapubic mass. She complained of hyporexia, 
unexplained weight loss and 1 week of well-tolerated fever. She was allergic to iodine-based contrast, had well-controlled diabetes and a 
European Journal
of Case Reports in
Internal Medicine
DOI: 10.12890/2015_000269 European Journal of Case Reports in Internal Medicine © EFIM 2015
past history of operated bladder prolapse and appendectomy. She was Bolivian but denied recent travel to her home country.
On physical examination, there was no fever, heart murmurs or swollen lymph nodes, and a solid, well-delimited and tender mass was evident 
on palpation. Laboratory findings revealed a C-reactive protein (CRP) of 6.43 mg/dl (normal range 0–0.50), erythrocyte sedimentation rate 
(ESR) of 100 mm/h and mild normocytic anaemia (Hb 101 g/l, mean cell volume (MCV) 86.5). Simple x-rays were normal and an abdominal 
CT scan showed inflammatory involvement of the prepubic fat extending to the genital area with diffuse inflammatory pelvic changes in 
front of the iliac vessels and surrounding the fat bladder dome; no gynaecological or gastrointestinal involved was indicated (Fig. 1). Echo-
guided biopsy was performed and the pathologist reported the presence of fibroadipose tissue and acute abscess inflammation. 
A gynaecologist ruled out any gynaecological condition as did the surgical team who removed the mass. Intraoperative biopsies showed the 
presence of fistula and an abscess containing basophils and filaments suggesting actinomyces (Figs. 2 and 3). Full dose antibiotic treatment 
was given with 5 million units of intravenous penicillin G every 6 h for 4 weeks followed by oral amoxicillin 500 mg three times daily for 1 
year. A CT control scan showed progressive improvement with full resolution of the infection.
Figure 1: A diffuse inflammatory pelvic tumour in front of the iliac vessels and surrounding the fat bladder dome and extending up to L3–L4.
Figure 2: Abscess containing basophils and filaments suggesting actinomyces.
Figure 3: Filaments and sulfur granules.
DISCUSSION
Actinomyces is a rare filamentous, gram positive and anaerobic bacterium that causes a chronic and slowly progressive granulomatous 
disease. It usually remains confined to a specific area, most frequently the cervicofacial region (50%), followed by thoracic and abdominal 
involvement, which each account for 20% of cases[1]. Although it is a commensal inhabitant of the oral cavity and urogenital tract, it can invade 
necrotic tissue following a previous mucosal injury and cause polymicrobial infection. Thus, it is usually triggered after abdominal surgery 
(both appendectomy and cholecystectomy), trauma (a fish bone injuring the digestive tract), neoplasms or intrauterine contraceptive device 
(IUCD) use. However, is 2–4 times more common in men, mainly affects middle-aged individuals and has a worldwide distribution, without 
a race or social class preference[2].
This pathogen characterized by slow growth tends to form masses and causes localized infection. Therefore, clinical manifestations are few 
and non-specific, ranging from malaise, chills and fever to a palpable mass and weight loss. Laboratory results and radiological findings also 
show a lack of specificity[3]. These difficulties hinder the differential diagnosis with malignancy, a condition which must be recognised by 
clinicians. Blood tests show an inflammatory picture that can be compatible with neoplasm. Ultrasound is the scan of choice following the 
finding of an abdominal mass, but again, it might show features of either an abscess or a solid tumour. However, a CT scan allows the clinician 
to determine the location and extent of disease, but does not rule out malignancy either[4]. The definitive diagnostic test is usually based on 
histology (the identification of actinomycosis sulfur granules) or microbiology (culturing the organism). According to some sources, less than 
10% of cases are diagnosed preoperatively, so there is a need for a high level of suspicion and collaboration between specialties[1].
Although we were on the brink of sending the patient for gynaecological oncology investigation, we first referred her to a general 
gynaecologist. The patient had tumour markers within normal limits. The most common ovarian tumours in postmenopausal women are 
carcinomas of epithelial origin which often have elevated tumour markers (serous and mucinous subtypes account for more than 90% of 
such cancers). Although they are not currently used for diagnosis, CA125 is high in more than 75–80% of patients with serous ovarian 
carcinoma, while CA19.9 is specific for mucinous carcinoma. Transvaginal ultrasound visualization of a normal uterus and appendages is 
used to support or refute the diagnosis and in our case helped us to exclude initially suspected conditions[5].
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Penicillin is the preferred drug of choice, and is given as 2–5 million units four times intravenously per day for the first 6 weeks followed by 
oral penicillin or amoxicillin for 6–12 months. Patients allergic to penicillin should be treated with tetracycline, erythromycin or clindamycin. 
Surgery plays a role in large, persistent and recurrent abscesses or when a neoplasm cannot be ruled out. Mortality is rare and the outcome 
is favourable in more than 90% of cases with both medical and surgical treatment[2].
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